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Abstract

TRAUMA AND LIFE SATISFACTION FROM A DUAL-FACTOR MODEL
APPROACH
Thesis Chair: Sarah Sass, Ph.D.
The University of Texas at Tyler
May 2020
The traditional approach in the mental health field is to view psychopathology and
indicators of well-being as constructs at opposite ends of the same continuum. Recent
evidence suggests that these might be separate, but related, constructs. Participants were
357 undergraduate psychology students who completed online questionnaires measuring
trauma symptoms, life satisfaction, and four positive psychological constructs associated
with well-being: gratitude, grit, hope, and savoring. Participants were organized into four
groups based on life satisfaction level and trauma symptoms. Groups differed
significantly on measures of gratitude, grit, hope, and savoring. Results support evidence
that psychopathology and indicators of well-being are separate, but related constructs and
supports the utility of a dual-factor model approach to mental health.
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Introduction
The traditional practice in the field of mental health is to adopt the perspective
posed by the unidimensional model (Deacon, 2013). The unidimensional model, similar
to the medical model, asserts that mental disorder can be interpreted the same way as
physical disease (Aho, 2008; Engel, 1977). Like biological disease, mental health is
typically viewed as the presence or absence of psychopathology with more symptoms or
distress assumed to be associated with lower levels of psychological health and wellbeing (Keyes, 2005). Psychological or subjective well-being (SWB), has been defined in
many ways, but definitions often encompass satisfaction with life and positive and
negative affect, with life satisfaction level traditionally used as the predominant indicator
in research (Diener, 1984; Jankowski, 2020). Trauma is not exempt from this
perspective, in that it is most often viewed through a unidimensional lens. Exposure to a
traumatic event has often been associated with lower levels of perceived quality of life
and life satisfaction and increased levels of posttraumatic stress disorder (PTSD)
symptomatology and depression (Giacco, Matanov, & Priebe, 2013; Krause, 2004;
Lapierre, Schwegler, & LaBauve, 2007).
Major limitations of the unidimensional model have been noted, including that it
fails to comprehensively conceptualize mental health and meet the needs of diverse
groups (American Psychological Association, 2013; Cowen & Kilmer, 2002; Seligman &
Csikszentmihalyi, 2001). The dual-factor model has been proposed as a means of
conceptualizing mental health more comprehensively (Greenspoon & Sasklofske, 2001).
This model has garnered support that psychological distress and well-being, while
related, are distinct psychological constructs, and the presence of clinical symptoms is not
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necessarily associated with the absence of well-being (Eklund, 2011; Keyes, 2005;
Renshaw & Cohen, 2014; Suldo & Shaffer, 2008; Westerhof & Keyes, 2010). The
current study explores the application of the dual factor model to psychological distress
associated with trauma exposure.
Literature Review
Defining Trauma
Traumatic exposure is fairly common. Approximately 60% of men and 50% of
women will experience at least one traumatic event throughout life, and 7-8% of the
population will have PTSD at some point in their lives (U.S. Department of Veterans
Affairs, 2018). Typically, increases in trauma symptoms are associated with decreases in
well-being. Trauma exposure can lead to increases in anxiety, depression, substance
abuse symptoms, and functional impairment (e.g., career development), as well as lower
levels of well-being (Forman-Hoffman et al., 2019; Krause, 2004; Monson et al., 2017;
Rapaport et al., 2005; Strauser et al., 2006).
Criterion A of the Diagnostic and Statistical Manual-5 (DSM-5) for PTSD
describes what constitutes a trauma, while Criteria B-E outline the psychological
symptoms associated with the disorder. Experiencing a traumatic event is defined as
“exposure to actual or threatened death, serious injury, or sexual violence in one (or
more) of the following ways: 1. directly experiencing the traumatic event(s) 2.
witnessing, in person, the event(s) as it occurred to others, 3. learning that the traumatic
event(s) occurred to a close family member or close friend (in cases of actual or
threatened death of a family member or friend, the event(s) must have been violent or
accidental), 4. experiencing repeated or extreme exposure to aversive details of the
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traumatic event(s) (e.g. first responders collecting human remains, police officers
repeatedly exposed to details of child abuse). Note: Criterion A4 does not apply to
exposure through electronic media, television, movies, or pictures, unless this exposure is
work related” (APA, 2013, p. 271).
Based on the language of Criterion A, exposure to trauma can be direct or
indirect. Direct exposure is categorized as firsthand experience, whereas indirect
exposure is categorized as exposure through other means. Further, “secondhand
exposure” refers to a type of indirect exposure that occurs through proximity in one’s
occupation (May & Wisco, 2016). It is critical to note that not all types of indirect
exposure are qualified for a PTSD diagnosis with the changes to Criterion A in the DSM5. Exposure to events that happen to close family members must be “violent or
accidental” thus, if the family member died of natural causes, this cannot be considered
exposure to trauma. Exposure to an event through media does not constitute traumatic
experience, unless it qualifies as secondhand exposure. Participants who report indirect
exposure of these types of events cannot be characterized as having experienced trauma.
Therefore, in order to effectively identify participants who meet criteria for
traumatic group assignment, DSM-5 PTSD Criteria A-E must be assessed to determine
the experience of a traumatic event and associated psychological distress. A common
measure for assessing PTSD Criterion A via self-report is the Life Events Checklist for
DSM-5 (LEC-5; Weathers et al., 2013b). Participants are presented with a list of 16
potentially traumatic experiences and are asked to indicate whether the event happened to
them, they witnessed it, they learned about it happening to a close friend or family
member, is part of their job, or did not apply. The PTSD Checklist-5 (PCL-5) is a
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common measure for assessing PTSD Criteria B-E, or posttraumatic stress
symptomatology and psychological distress level (Weathers et al., 2013). An effective
way to correctly identify and assign participants with traumatic exposure is by assessing
PTSD diagnostic criteria associated with any traumatic exposure, not just the event
deemed the most distressing (Bardeen & Benfer, 2019). The current study employed this
methodology.
Dual-Factor Model
As noted above, the dual-factor model asserts that while related, psychological
distress and well-being are separate constructs. Both positive indicators of well-being and
negative indicators of symptoms are paired to approach mental health more
comprehensively (Greenspoon & Sakflofske, 2001). Its philosophy is based in positive
psychology, as a means of directly addressing the limitations of the medical model.
Positive psychology seeks to take a broader and more holistic approach to
understanding psychological health, wherein distress and well-being are separable
constructs. The dual-factor model posits that, while related, both of these constructs can
be conceptualized on two different dimensions from low to high (Antaramian et al., 2010;
Greenspoon & Saklofske, 2001). Adopting this perspective in treatment forces the
practitioner to change his or her philosophy that the primary intervention goal is to fix
what is broken. By adopting a greater emphasis on positive indicators of well-being,
treatment targets become not just symptom reduction but also increases in meaningful
well-being indicators. This broadened focus can apply to prevention efforts as well
(Cowen & Kilmer, 2002).
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Multiple positive psychological constructs have been shown to protect against
psychological distress. Increases in positive emotions can help increase psychological
function. For example, savoring, one’s ability to enhance and prolong positive
experiences (Bryant, 1989), helps moderate feelings of hopelessness in depression (Chen
& Zhou, 2017). Displaying gratitude towards others has been associated with enhanced
quality of life, positive affect, and life satisfaction (Eaton et al., 2014; McCullough et al.,
2014). Hope, an individual’s sense of goal-directed agency and perceived pathways for
achieving these goals (Snyder et al., 1991), is associated with better psychological
function and well-being in individuals with spinal cord injuries (Brazeau & Davis, 2018).
Grit, defined by Duckworth et al. (2007) as an individual's ability to persevere and strive
towards long-term goals, is correlated with positive affect and increased life satisfaction,
and inversely associated with negative affect (Singh & Jha, 2008).
The dual-factor approach has been applied to multiple age groups with differing
clinical symptoms. Among adolescents in middle school, students with high SWB and
fewer symptoms demonstrated better academic performance, self-perceived physical
health, and fewer social problems than students with clinical symptoms; however, among
students with clinical levels of symptomatology, students with higher SWB were found to
have better perceived social functioning and physical health (Suldo & Shaffer, 2008).
Eklund et al. (2011) found that college students with high levels of life satisfaction scored
highly on measures of hope, grit, and gratitude, irrespective of their level psychological
distress. Likewise, while younger adults experience more symptoms of somatization,
obsessive-compulsion, social phobia, depression, anxiety, hostility, phobic anxiety, and
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paranoid ideation than older adults, the two cohorts did not demonstrate any significant
difference in positive mental health (Westerhof & Keyes, 2009).
Purpose of Study
Evidence supports the applicability of the dual-factor model of mental health in
college students (Eklund et al., 2011; Renshaw & Cohen, 2014). The current study seeks
to explore the applicability of the dual-factor model within students reporting trauma
symptoms. More specifically, the project explores whether trauma symptoms are
associated with high or low levels of well-being. The current study identifies four
subgroups. These groups are determined by high and low levels of trauma symptoms
crossed with high and low levels of life satisfaction. Cowen (1994) asserted that life
satisfaction is a crucial indicator of well-being. Following previous literature, this study
also defined well-being by life satisfaction level (Eklund et al., 2011). This is consistent
with the dual factor model (Greenspoon & Saklofske, 2001). They are summarized
below:
1. Group I: content reports high life satisfaction and low trauma symptoms.
2. Group II: adapted reports high life satisfaction and high trauma symptoms.
3. Group III: disconsolate reports low life satisfaction and low trauma symptoms.
4. Group IV: psychologically distressed reports low life satisfaction and high trauma
symptoms.
The present study also seeks to identify positive indicators of well-being. While
social support and belongingness has been shown to combat negative affect and the
development of negative symptoms associated with traumatic experience (Lapierre,
Schwegler, & LaBauve, 2007), thus far, to the lead researcher’s knowledge, no study has
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been published examining life satisfaction and measures of that hope, gratitude, grit, and
savoring as constructs distinct of trauma symptomatology .
Hypothesis
Given that hope, gratitude, grit, and savoring have been associated with high
levels of life satisfaction, it is predicted that individuals who report higher levels of life
satisfaction, groups I and II, will not differ on positive psychology measures, consistent
with the dual factor model and inconsistent with the unidimensional model. Likewise,
individuals that report low life satisfaction, groups III and IV, will not differ significantly
on positive psychology measures, irrespective of trauma symptoms, consistent with the
dual-factor model and inconsistent with the unidimensional model. The current study will
employ a multivariate analysis of variance (MANOVA) to test Group effects (4 groups
defined above) on grit, hope, gratitude, and savoring. Tukey’s post-hoc tests will be used
in the MANOVA analysis to examine comparisons between groups.
Method
Participants
Participants were 357 students in psychology classes at the University of Texas at
Tyler ranging in age from 18 to 56 years (M = 20.68, SD = 5.00), with 72.1% of the
participants identifying as female, 26.5% as male, and 1.4% as other. Seventy-five
percent of participants were Caucasian, 8% were multiracial or other ethnicities, 6% were
African American, 5% were Asian, 3% were unknown or preferred not to disclose, 1%
were American Indian or Alaska Native, and 1% were Native Hawaiian or Pacific
Islander. Twenty-two percent of participants were Hispanic or Latino and 2.2% preferred
not to disclose. Fifty-seven percent of participants were freshman, 18% were juniors,
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17% were sophomores, 10% were seniors, and 2% were graduate or non-degree seeking
students.
Measures
Traumatic Event Measure
Life-Events Checklist for DSM-5 (LEC-5). As described above, the LEC-5
(Weathers et al., 2013b) is a 16-item self-report measure for determining the occurrence
of potentially traumatic events (natural disaster, fire or explosion, car accident,
physical/sexual assault, combat exposure, etc.) in a respondent’s lifetime. Respondents
can also list any other potentially traumatic event that is not present on the LEC-5.
Respondents indicate whether the event happened to them, they witnessed it, learned
about it happening to a close family member or friend, it is part of their job, they are not
sure, or that it does not apply.
Trauma Symptoms Measure
PTSD Checklist for DSM-5 (PCL-5). Participants who indicated the occurrence of
a traumatic event consistent with PTSD DSM-5 criterion A on the LEC-5 were then
asked to complete the PCL-5. The PCL-5 (Weathers et al., 2013) is a 20-item self-report
measure intended to assess the PTSD symptoms outlined in the DSM-5, that has been
found to have high internal consistency (α = .96; Bovin et al., 2016). The internal
consistency in this study was α = .95. Participants rated how much they were distressed
by each symptom on a five-point scale (0 = “not at all” to 4 = “extremely”). All items
are summed together to determine a total score. Scores of 31 or higher were considered
high in clinical symptoms.
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Life Satisfaction Measure
Satisfaction with Life Scale (SWLS). The SWLS (Diener et al., 1985) assesses a
respondent’s global satisfaction with life. Respondents are presented with five
statements: 1. In most ways my life is close to my ideal, 2. The conditions of my life are
excellent, 3. I am satisfied with my life, 4. So far I have gotten the important things I
want in life, and 5. If I could live my life over, I would change almost nothing.
Respondents are then asked to indicate how much they agree with each item on a sevenpoint scale (1 = “strongly disagree” to 7 = “strongly agree”). All item responses are
summed to determine a total life satisfaction score. A median cutoff score of 24 was used
to separate participants with high and low levels of life satisfaction, consistent with
previous literature (Renn et al., 2009). Cronbach’s alpha for the total satisfaction scale
was .79 to .89 (Diener et al., 1985). In this study, the internal consistency was α = .88.
Hope Measure
Trait Hope Scale. The Hope Scale (Snyder et al.,1991) is a 12-item measure
designed to assess two components that comprise hopefulness: “agency,” or goal directed
determination, and “pathways,” or planning of ways to meet those goals. Four items
comprise the “agency” subscale, four items comprise the pathways subscale, and four
items are included to disguise the survey purpose. Respondents are asked to indicate how
accurate each item is on an 8-point scale (1 = “definitely false” to 8 = “definitely true”).
The total Hope Scale score is determined by summing the four agency and pathways
items. Cronbach’s alpha for the total scale ranges from .74 to .84 (Snyder et al., 1991). In
this study, the internal consistency was α = .71
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Grit Measure
Grit Scale. The Grit Scale is a 12-item self-report measure designed to assess
passion and perseverance towards long-term goals with high internal consistency (α =
.85; Duckworth et al., 2007). Respondents are asked to respond how accurate each item is
on a five-point scale. Responses range from “not at all like me” to “very much like me”.
Item examples include: “I have overcome setbacks to conquer an important challenge,”
and “I have achieved a goal that took years of work.” An overall score of one (“not at all
gritty”) to five (“extremely gritty”) is then determined using the measure’s scoring
criteria. In this study, the internal consistency was α = .70.
Gratitude Measure
Gratitude Questionnaire (GQ-6). The GQ-6 is a six-item self-report measure
designed to measure the respondent’s tendency to respond gratefully towards others’
benevolence in daily life with adequate internal consistency (α = .82; McCullogh et al.,
2002). McCullogh et al. (2002) cites four facets of a grateful disposition: intensity (how
intensely grateful a person is after experiencing a positive event), frequency (how
frequently a person is grateful), span (number of life circumstances a person feels grateful
for at a given time), and density (the number of people a person feels grateful for a
positive outcome). The GQ-6 includes items to assess all four facets of gratitude. Item
examples include: “I have so much in life to be thankful for,” and “I am grateful to a
wide variety of people.” Respondents are instructed to rate how much they agree with
each item on a scale of one (“strongly disagree”) to seven (“strongly agree”). All
responses are summed to create a total score of personal gratitude. In this study, the
internal consistency was α = .45.
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Savoring Measure
Savoring Beliefs Inventory (SBI). The SBI (Bryant, 2003) is a 24-item self-report
measure designed to assess a respondent’s beliefs about their capacity to savor positive
experiences. Respondents are asked to rate how much they agree with each item on a
seven-point scale (1 = “strongly disagree” to 7 = “strongly agree”). Item examples
include: “Before a good thing happens, I look forward to it in ways that give me pleasure
in the present,” and “When something good happens, I can make my enjoyment of it last
longer by thinking or doing certain things.” A total savoring score is then determined
from the measure’s scoring criteria, with higher scores indicating greater ability to savor.
Cronbach's alpha for the total scale ranges from .88 to .94 (Bryant, 2003). In this study,
the internal consistency was α = .62.
Procedure
Written approval was secured from the university’s institutional review board.
Informed consent was obtained before participants were presented with study measures.
Participants completed online questionnaires anonymously to determine the experience of
traumatic events and positive indicators of well-being. Online questionnaires have been
shown to be a reliable and effective method for assessing traumatic exposure in college
students (Read et al., 2009). Debriefing occurred after participants completed each of the
study questionnaires. Participants were offered course credit for completing the study.
Data Analysis
All analyses were conducted using SPSS version 24.0. Participants were assigned
into one of four groups based on level of clinical symptoms reported from the PCL-5 and
life satisfaction score. Individuals who scored 31 or higher than on the PCL-5 were
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considered high in trauma symptoms, as scores 31 and above likely indicate PTSD across
samples (Weathers et al., 2013). Across all participants, the median life satisfaction score
was 24. Individuals who scored 24 or higher on the SWLS were considered high in life
satisfaction. Consistent with the methodology employed by previous studies (Eklund et
al., 2011), a between-subjects multivariate analysis of variance (MANOVA) was used to
explore if groups (defined above), differ on measures of grit (DV1), hope (DV2),
gratitude (DV3), and savoring (DV4). Tukey’s post-hoc tests were used in the MANOVA
analysis to examine comparisons between groups.
Results
A between-subjects MANOVA was carried out to assess group differences on
measures of grit, gratitude, hope, and savoring. Assumptions of homogeneity of variancecovariance matrices and equality of variance were supported. An overall group effect was
evident, F (12, 926) = 10.37, p < .001 along with univariate effects for all four dependent
variables: gratitude, F(3, 353) = 28.42, p < .001, hope, F(3, 353) = 16.29, p <.001, grit,
F(3, 353) = 9.68, p < .001, and savoring, F(3, 353) = 35.46, p < .001. Tukey’s post-hoc
comparisons, group means, and standard deviations are listed in Table 1. Pearson’s
correlations between positive mental health traits are listed in Table 2.
Consistent with our hypothesis, the content and adapted groups (high life
satisfaction) did not differ significantly on measures of hope and grit. Likewise, the
disconsolate and psychologically distressed groups (low life satisfaction) did not report
significantly different levels of grit. Alternative to what was predicted, the high life
satisfaction groups reported significantly different levels of gratitude and savoring, and
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the low life satisfaction groups significantly different levels of gratitude, hope, and
savoring.
Discussion
The present study tested the hypothesis that groups based on life satisfaction level
would not differ significantly on measures of positive psychology indicators of wellbeing, irrespective of trauma symptoms. The results partially supported this hypothesis.
The content and adapted groups (high life satisfaction groups), reported similar levels of
hope (p = .63) and grit (p = .15). However, the adapted group reported significantly lower
levels of gratitude (p = .01) and savoring (p = .01) than the content group. Possible
explanations for this might be that because this sample primarily consisted of female
participants. Gratitude is a prosocial trait, consisting of a sensitivity towards others
(McCullough et al., 2002), and sexual violence is the most common form of traumatic
exposure among women (U.S. Department of Veterans Affairs, 2018). As a result,
participants high in trauma symptoms related to sexual abuse may be less likely to
display gratitude towards others. Additionally, PTSD symptoms are associated with
increases in negative affect (Byllesby et al., 2016). Increases in negative affect from
trauma symptoms might hinder an individual’s ability to savor positive experiences.
The disconsolate and psychologically distressed groups (low life satisfaction
groups) reported similar levels of grit (p = .16), but the psychologically distressed group
reported significantly lower levels of gratitude (p < .001), hope (p = .02), and savoring (p
< .001). In addition to the explanations for gratitude and savoring described above, one
possible reason that the psychologically distressed group reported lower levels of hope
might be due to the younger average age of the sample size. Evidence suggests that
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experiencing trauma at a younger age can inhibit one from focusing on goal-directed
behavior and pathways to achieving these goals (Munoz et al., 2018).
While groups based on life satisfaction differed on some of the traits, the high life
satisfaction groups reported higher overall levels of gratitude, hope, and savoring,
consistent with previous research that these measures are associated with greater SWB
(Brazeau & Davis, 2018; Chen & Zhou, 2017; Singh & Jha, 2008). While groups based
on life satisfaction did not report similar levels of all four positive mental health traits,
results support past research that suggests that SWB and psychopathology are related, but
separate constructs (Keyes, 2005).
The present study provides tentative esupport for a dual-factor model. Consistent
with previous research, two groups were identified that are normally unidentified by a
unidimensional approach: a group with high clinical symptoms and high life satisfaction
and a group with low life satisfaction and few clinical symptoms. While groups based on
life satisfaction differed on levels of gratitude, grit, hope, and savoring, the high life
satisfaction groups reported similar levels of hope and grit. The adapted group, with high
life satisfaction and high trauma symptoms, reported higher levels of gratitude (p = .001),
hope (p = .001), and savoring (p < .001), than the psychologically distressed group, with
low life satisfaction and high trauma symptoms, supporting current evidence that SWB
indicators and psychopathology exist on two different dimensions (Greenspoon &
Saklofske, 2001). The adapted group also reported similar levels of gratitude (p = .98),
hope (p = .39), grit (p = 1.00), and savoring (p = .82), as the disconsolate group, despite
the presence of trauma symptoms. Likewise, the content group, with high life satisfaction
and low trauma symptoms, scored higher on all four indicators of SWB, gratitude (p <
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.001), hope (p < .001), grit (p < .001), and savoring (p < .001), than the disconsolate
group, with low life satisfaction and low trauma symptoms. This supports the assertion
that the absence of psychopathology does not imply the presence of SWB (Keyes, 2007).
However, it is important to note that the hypotheses based on the dual factor model,
which hinged on null findings between the high and low life satisfaction groups, are not a
recommended way to use the MANOVA approach, and thus findings are tentative
pending replication with other study designs and statistical approaches.
Implications
Results from the present study are suggestive of a need of a more comprehensive
treatment approach in mental health. Consistent with previous research (Eklund et al.,
2011; Greenspoon & Saklofske, 2001; Suldo & Shaffer, 2008), limiting one’s view to
psychopathology and SWB on the same continuum is insufficient for comprehensively
approaching mental health. These results support the validity of utilizing a dual-factor
approach among trauma populations, as results of the current study suggest that SWB
indicators can coexist with trauma symptoms. Past research has also shown that gratitude,
hope, grit, and savoring can moderate the negative symptoms associated with PTSD and
other psychiatric symptoms (McCanlies et al., 2014; Musumari et al., 2018; Sytine et al.,
2018; Waynor et al., 2012). Because well-being indicators both coexist with and may
help mitigate the effects of trauma symptoms, emphasizing positive mental health may
not only assist treatment efforts, but also help prevent negative symptoms.
Limitations
The present study had multiple limitations. Participants were sampled from
undergraduate psychology majors and did not represent a clinical population. Participants
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completed the study for school credit, not for clinical assessment, limiting its
generalizability. Because of this, the present study was limited by a small sample size,
reducing representativeness. There was not an equal number of participants in each
group. Differing group sizes may have affected observed comparisons or failed to detect
significant differences because of unequal group size. The present study also employed a
cross-sectional correlational design, further limiting the strength of the conclusions that
can be drawn from the study.
Additionally, participants completed questionnaires over the internet. When
assessing trauma in research, it is most effective to conduct an in-person clinical
interview with participants who indicate experiencing a traumatic event to determine that
the event fully meets DSM criterion A (Bardeen & Benfer, 2019). Since the study was
administered technologically, thorough clinical interviewing for trauma assessment was
not available and group assignment was generated based on self-report.
Suggestions for Future Research
The present study suggests the dual factor model may be a useful way to approach
understanding well-being within individuals with trauma experiences, although future
work should include clinical samples, larger, more representative sample sizes, and
address limitations of the present study design. The dual-factor model in adolescents and
youth has been well supported by several studies (Antaramian et al., 2010; Eklund et al.,
2011; Lyons, Huebner, & Hill, 2013; Renshaw & Cohen, 2014; Suldo & Shaffer, 2008).
However, little research has been done examining its utility across the life span. Future
research should pursue the validity of the dual-factor model among different cohorts; age
groups may report different trait levels based on age and development. For instance,
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gratitude tends to increase as individuals get older or their perceived amount of remaining
living time decreases and older cohorts also tend to be less hopeful than younger cohorts
(Allemand & Hill, 2016; Bailey & Snyder, 2007). Evaluating the applicability of a dualfactor model in other age groups may help clarify the nature of these differences. While
it is unclear the extent of the dual-factor model’s utility across different populations,
current literature and results of the present study suggest that a unidimensional approach
is inadequate for defining mental health holistically. The present study provides initial
data regarding how a dual-factor approach to trauma may be beneficial in understanding
both the distress but also possible indicators of well-being amongst individuals with
trauma histories.
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Appendix A. Tables
Table 1. Mean Scores on Positive Mental Health Traits Across Dual-Factor Groups.
Group
Dependent
Variable
n=
Gratitude
Hope
Grit
Savoring

I

II

M

SD

M

SD

147
a

36.63
50.68a
41.74a
34.46a

5.43
8.41
6.97
19.61

III

39
b

33.23
48.87ab
39.21ab
24.15b

M

IV
SD

M

SD

97
8.40
9.87
7.12
19.66
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b

33.70
46.33b
38.93b
20.98b

74
6.39
8.44
6.49
19.16

c

28.50
42.55c
36.77b
6.47c

6.01
7.85
6.34
18.71

Appendix A. Tables (Continued)
Table 2. Pearson’s Correlations Between Scores on Positive Mental Health Traits.
Trait

1

1. Gratitude

-

2

3

2. Hope

.470**

-

3. Grit

.281**

.449**

-

4. Savoring

.619**

.542**

.378**
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Appendix B. Questionnaires
Life-Events Checklist for DSM-5 (LEC-5; Weathers et al., 2013b)
Respondents indicate whether the event “Happened to me,” “Witnessed it,” “Learned
about it,” “Part of my job,” “Not sure,” or “Doesn’t apply.”
Event (17 items)
Listed below are a number of difficult or stressful things that sometimes happen to
people. For each event check one or more of the boxes to the right to indicate that: (a) it
happened to you personally; (b) you witnessed it happen to someone else; (c) you learned
about it happening to a close family member or close friend; (d) you were exposed to it as
part of your job (for example, paramedic, police, military, or other first responder); (e)
you’re not sure if it fits; or (f) it doesn’t apply to you.

Natural disaster (for example, flood, hurricane, tornado, earthquake)
Fire or explosion
Transportation accident (for example, car accident, boat accident, train wreck, plane
crash)
Serious accident at work, home, or during recreational activity
Exposure to toxic substance (for example, dangerous chemicals, radiation)
Physical assault (for example, being attacked, hit, slapped, kicked, beaten up)
Assault with a weapon (for example, being shot, stabbed, threatened with a knife, gun,
bomb)
Sexual assault (rape, attempted rape, made to perform any type of sexual act through
force or threat of harm)
Other unwanted or uncomfortable sexual experience
Combat or exposure to a war-zone (in the military or as a civilian)
Captivity (for example, being kidnapped, abducted, held hostage, prisoner of war)
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Life-threatening illness or injury
Severe human suffering
Sudden violent death (for example, homicide, suicide)
Sudden accidental death
Serious injury, harm, or death you caused to someone else
Any other very stressful event or experience
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Appendix B (Continued)
PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2013)
Scoring: Responses were scored on a 5-point Likert-type scale (0= Not at all; 5=
Extremely)
Trauma Symptom (20 items)
Below is a list of problems that people sometimes have in response to a very stressful
experience. Please read each problem carefully and then circle one of the numbers to the
right to indicate how much you have been bothered by that problem in the past month.
Repeated, disturbing, and unwanted memories of the stressful experience
Repeated, disturbing dreams of the stressful experience
Suddenly feeling or acting as if the stressful experience were happening again (as if you
were actually back there reliving it)
Feeling very upset that when something reminded you of the stressful experience
Having strong physical reactions when something reminded you of the stressful
experience (for example, heart pounding, trouble breathing, sweating)?
Avoiding memories, thoughts, or feelings related to the stressful experience
Avoiding external reminders of the stressful experience (for example, people, places,
conversations, activities, objects, or situations)
Trouble remembering important parts of the stressful experience
Having strong negative beliefs about yourself, other people, or the world (for example,
having thoughts such as: I am bad, there is something seriously wrong with me, no one
can be trusted, the world is completely dangerous)
Blaming yourself or someone else for the stressful experience or what happened after it
Having strong negative feelings such as fear, horror, anger, guilt, or shame
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Loss of interest in activities that you used to enjoy
Feeling distant or cut off from other people
Trouble experiencing positive feelings (for example, being unable to feel happiness or
have loving feelings for people close to you)
Irritable behavior, angry outbursts, or acting aggressively
Taking too many risks or doing things that could cause you harm
Being “superalert” or watchful or on guard
Feeling jumpy or easily startled
Having difficulty concentrating
Trouble falling or staying asleep
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Appendix B (Continued)
Satisfaction with Life Scale (SWLS; Diener et al., 1985)
Scoring: Responses were scored on a 7-point Likert-type scale (1= Strongly disagree; 7=
Strongly Agree)
Life Satisfaction (5 items)
In most ways my life is close to my ideal.
The conditions of my life are excellent.
I am satisfied with my life.
So far I have gotten the important things I want in life.
If I could live my life over, I would change almost nothing.
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Appendix B (Continued)
Trait Hope Scale (Snyder et al.,1991)
Scoring: Responses were scored on an 8-point Likert-type scale (1= Definitely false; 8=
Definitely true)
Pathways (4 items)
I can think of many ways to get out of a jam.
There are lots of ways around any problem.
I can think of many ways to get the things in life that are important to me.
Even when others get discouraged, I know I can find a way to solve the problem.
Agency (4 items)
I energetically pursue my goals.
My past experiences have prepared me well for my future.
I’ve been pretty successful in life.
I meet the goals that I set for myself.
Disguise (4 items)
I feel tired most of the time.
I am easily downed in an argument.
I worry about my health.
I usually find myself worrying about something.
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Appendix B (Continued)
Grit Scale (Duckworth et al., 2007)
Scoring: Responses for items were scored on an 5-point Likert-type scale. For items 1, 4,
6, 9, 10, and 12 (1= Not at all like me; 5= Very much like me). For items 2, 3, 5, 7, 8 and
1 (1= Very much like me; 5= Not at all like me). Sum of all items is divided by 12.
Grit (12 items)
1. I have overcome setbacks to conquer an important challenge.
2. New ideas and projects sometimes distract me from previous ones.
3. My interests change from year to year.
4. Setbacks don’t discourage me.
5. I have been obsessed with a certain idea or project for a short time but later lost
interest.
6. I am a hard worker.
7. I often set a goal but later choose to pursue a different one.
8. I have difficulty maintaining my focus on projects that take more than a few months to
complete.
9. I finish whatever I begin.
10. I have achieved a goal that took years of work.
11. I become interested in new pursuits every few months.
12. I am diligent.
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Appendix B (Continued)
Gratitude Questionnaire (GQ-6; McCullogh et al., 2002)
Scoring: Responses for items were scored on a 7-point Likert-type scale for items 1, 2, 4,
and 5 (1= Strongly disagree; 7= Strongly agree), while items 3 and 6 are reverse scored.
Gratitude (6 items)
1. I have so much in life to be thankful for.
2. If I had to list everything that I felt grateful for, it would be a very long list.
3. When I look at the world, I don’t see much to be grateful for.
4. I am grateful to a wide variety of people.
5. As I get older I find myself more able to appreciate the people, events, and situations
that have been part of my life history.
6. Long amounts of time can go by before I feel grateful to something or someone.
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